MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH ~-62-~-00913"
Regigiration District No. _A--___-:a______z.__.__anary Registration District No. fﬁl Regi ‘s No. ? 0-/ - STATE FILE NUMBER

DO NOT WRITE
ON THIS STUB AMENDED &y
1. PLACE OF DEATH = 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
VS 300 =) a. COUNTY St. Louis a. STATE My, b.COUNTY S5t . T,ouis admission)
Rev. 4/59 % b. CITY {13 oum@r oratg]limit, nnly) Length of stay in 1b c. CITY {nside Limits
OR
w
s TowN &nfxend- 11 Days own  Overland YesX) No OO
lfﬂ pr 9 < ¢, FULL NAME OF {If NOT in hospital, give location) Inside Lipwfts d. STREET {If cutside, give location} Resida on Farm
'-"_-' MOSPITAL OR ADDRESS
200X, | [S INSTITUTIONS £ . Louis County Hosp. '=@& 0O 9433 Echo Land Yes O N
—_— %
3 3. (ljrlAME OF DE)CEASED First Middle Last 4, DOAFTE Month Day Year
ype or print . . (\ C‘ —_
" lenn William pilaep DEATH 2 25 6~
4] ‘ 5. SEX 6. COLOR OR RACE 7. Merried [X  Never Morried [J [8. DATE OF BIRTH | ¥ AGE (last birthdsy) [ IF UNhDER 'DYEAR ': UNDER 24 HR
. Widowed [1 Diverced [J Months 2y's ours Min.
<3 g Malas White 11-£-192D0 L1
—_—— | 10a. USUAL OCCUPATION {Give kind of wark done | 10b. KIND OF BUSINESS OR INDUSTRY{ 11. BIRTHPLACE {City and state or country} | 12. CITIZEN OF WHAT COUNTRY
6 7] during most of warking life, even if ratired) fsﬂ A/ -
= Minister EL1g/ ¢ Delta, Mo, J.5.4.
7 ” 9 13a. FATHER'S NAME 13b. M ER'S MAIDEN NAME t4. NAME OF HUSBAND COR WIFE
— -
—Q 2 Herhert Gilder Partha Overbesck Fern Gilder
8 t w 15, WAS DECEASED EVER IN U.5, ARMED FORCES? i _EAnIAL COOLIDITY MO, 17. INFORMANT Address
< (Yes, or unknown) | (If yes, give war or dates of servi . T
9441 X L "No Fern Gilder, 2433 ZEcho Lanse
g [ aud 18. CAUSE OF DEATH (Enter only one tauvse per line ot - — INTERVAL BETWEEN
10 E PART |. DEATH WAS CAUSED BY: (P R ONSET AND DEATH
2 % % IMMEDIATE CAUSE (a) QD’”LON-@“J
11 8 a o
® (g 8 Conditions, if DUE 70 (b) .
onditions, if any,
12 qj’a w ul—J which gave riss to
= %’ sbove cause ([a),
13 E = stating the under-
~ lying cause last, BUE TO () < ’
% z PART [i. OTHER SIGNIFICANT CORNDITIONS CONTR! minal PART IIl. If deceased was femnele was
?_ isease ¢ ition given in]RART | j thers a pregnancy in tast 90 days.
v
'2 § I O Yes O Ne O Unknown
g E 19. WAS AUTOPSY 202.§CCIDENT  SUICIDE  HOMICIDE . OCCURRED. {Enter naturs of injury in PART | or PART Il of item 18.)
b i PER! ED?_- | 0 a O
Z U YES X' NO[TJ |- )
4 :Lg: ; 20c. ‘II"LA.JI\SR$F :'I?: Month, Day, Year !
< o iy
' 8 g . p.m.
Z ) 20d, INJURY CCCURRED Z0¢, PLACE OF INJURY (&.g., in or about home, | 208. CITY, TOWN, OR LOCATION COUNTY STATE
oc WHILE AT WORK [J farm, factory, street, office bidg., efc.)
5 NOT WHILE AT WORK O
o oe Q - - brer— fy T
S O g é 21. | attended the deceased from ‘Q -"¥ ’6 7‘/ . to. 2 —2 s- 6V and last saw him‘""‘ an_é-' -2‘5- é
a o curred | at. n | l ! !a p- m on the date stated above, and to the best » my knowledge, from the causes :utud
w 2 | [0 il /A8 N A
g g 8 5 524 Ar B (Degres or g) 22b. ADDRESS ' 22, ATE SKSNED
A
= % = m @ef S /;[0 26/62
E 732 BURJAL, CREMATION, [ 23b. BAE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, townd or coulity) “(State)
S a REMOVAL (Specify] _) - » : :
2 |l Removal %-/ -€V | Mt. Zion Jackson --To.
= < 24. FUNERAL DIRECTOR - ADDRESS 25. DATE RECD. BY LOCAL REG. REGISTR?W
i -~ .
2 u| Tarl Hilleman Overland, Mo.(14) | S -2F,-6 2.

(Licensed Embalrmer's Statement on Reverse Side}




STATEMENT BY LICENSED EMBALMER ,

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by _ Student Embalmer No.

working under my perso;\al supervision. f ; W
Student Signed Z “‘V(_f '
Signature of Student Embalmer [
Licensed Embalmer No. E ‘§6
orerloh Y

P. O. Address (

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license). ;

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above,



